The authors adopted a cross-sectional design involving a semiquantitative online questionnaire (see online supplementary Appendix), relying on self-report, with the attendant caveats related to such report. The questions included the practice's type, size (number of staff ), location, ownership and experience in relation to wildlife casualties (i.e. demand, caseload, protocols, knowledge, facilities and limitations). Ethical approval was granted by Plymouth University's Research Ethics Committee.
Data were collected over 12 weeks (October 2015 -January 2016 . Participation from veterinary surgeons and veterinary nurses was requested by emailing a web link to 1706 practices registered with the RCVS.
Return rate was 169/1706 (10 per cent). Of these, 85 per cent (143/169) experienced wildlife admissions for treatment and an estimated 8081 (range 6267-9895) animals were treated per annum (Fig 1) . The data were highly skewed: the median 'total treated' per annum was 33, while the maximum was 355; it appeared that those practices treating a total number exceeding 40 (n=20) might have answered for multiple branches, or were specialists treating high numbers of a particular species. Excluding these for the purposes of extrapolation resulted in a mean number treated of 30.2 which could suggest a UK annual wildlife workload of 131,609 (range 90,044-173,173), significantly higher than previous estimates.
Most cases were garden birds (31.9 per cent) and hedgehogs (23.9 per cent), with the most frequent suspected cause being injuries from predators (55.1 per cent) and collisions (47.1 per cent).
The majority of respondents (84 per cent) were often or sometimes willing to perform treatment beyond first aid/stabilisation before transferring the patient to a wildlife organisation. The most frequent treatments offered were prescription medication, rehabilitation (<72 hours) and release.
Good or excellent knowledge was most often reported in relation to mammals and birds (broadly consistent with the caseload), but knowledge/skills were also the most frequently cited restrictions in treating wildlife (Fig 2) . The second most frequently reported restriction was 'Facilities/equipment'. Kruskal-Wallis/Jonckheere tests showed a significant relationship between numbers of wildlife treated and the facilities for holding wildlife temporarily (H(4)=20.395, P<0.001, J=4461, z=3.924, P<0.001, r=0.330).
Cost and time were also identified as major restrictions. Most respondents (85.6 per cent) agreed that the public expected veterinary practices to treat injured wildlife for free. Some costs can be reimbursed by the Royal Society for the Prevention of Cruelty to Animals under a memorandum of understanding with the British Veterinary Association, but this offers reimbursement for initial emergency treatment for large animals (over 1 kg), which, by size alone, excludes the majority of the reported caseload. 46.2 per cent of practices were willing to accept these costs, but a minority (22.7 per cent) agreed that 'It is asking too much of the profession to invest time and/or funds in treating wildlife'. There was no significant relationship between the level of agreement with that proposition and the total numbers treated (Kendall's τ=−0.022, P=0.741, bootstrapping to establish confidence intervals (CIs) showed 95 per cent bias-corrected and accelerated CI (−0.155 to 0.112)), suggesting this difference in opinion does not significantly affect readiness to treat wildlife.
Respondents were equivocal on whether treating wildlife casualties benefitted the practice overall ('yes' 43.2 per cent, 'no' 40.2 per cent). Benefits identified included experience, knowledge, personal satisfaction, team morale, public relations. Disadvantages included diversion of resources (e.g. staff, time and finances) and animal welfare concerns (e.g. disease transmission and inability to provide sufficient care).
Most respondents (71 per cent) agreed that 'All veterinary practices should have a role in wild animal welfare'. Half (49.2 per cent) agreed, whilst 10.6 per cent disagreed, that practices should share their experience of wildlife patients within the veterinary community. However, fewer than 10 per cent 'often' or 'sometimes' reported wildlife cases to an appropriate organisation and there was no significant correlation between the two (τ=−0.035, P=0.674, 95 per cent bias-corrected and accelerated CI (−0.205 to 0.141)). Information on likely outcomes is important to any decision to treat, but 59 per cent agreed (9.8 per cent disagreed) that not much information is available on the outcomes of wildlife rehabilitation cases. Based on the responses given, the majority of veterinary practices recognise and accept their responsibility to treat wildlife casualties, but face a larger caseload than previously estimated and identified knowledge, facilities, cost and time as significant restrictions. Additional financial support and dissemination of information on wildlife rehabilitation and outcomes within the veterinary community may be beneficial. However, this was an exploratory study, based on a limited sample and further research is required to validate the findings. Future research could assess how concerns identified affect practice capability, treatment offered and animal welfare.
